Introduction
Ecthyma gangrenosum (EG) is an infective lesion characterized by direct involvement of the skin, and mucous membranes by pathogens or hematogenous spread typically seen in patients with chronic or immunosuppressive diseases (1, 2) . In this very rarely encountered form of vasculitis bacterial dissemination affects adventitia, and media of venous blood vessels of the skin, while intima, and intimal layer, and lumina of these vessels remain intact.
These lesions which are generally seen on the gluteal, and lumbar regions, manifest themselves firstly as painless, red colored macules, and enlarge gradually. They develop into papules, then hemorrhagic bullae, and finally rupture. Grayblack eschar lesion is surrounded by an erythematous halo. EG is very rarely seen in healthy individuals without any risk factor, however, rarely nonbacteremic EG has been also reported (3) . Most cases may be associated with septisemia that can increase mortality rate. Herein, we reported the importance of surgical excision as a definitive treatment in a male child with EG.
Case
An 8-year-old male patient was brought to an external center with complaints of fever, abdominal pain, and rashes persisting for the previous 2 days. Upon deterioration of his health state, he was admitted into intensive care unit with the diagnosis of severe sepsis. Some of his physical examination findings were as follows: body temperature, 390C; heart rate, 150 bpm; ABP 70/35 mmHg, and respiratory rate, 44/min. An ulcerated necrotic lesion with regular contours, and dimensions of 10x12 cm extending from the right side of the umbilicus on the anterior abdominal wall was seen. This pink colored lesion converted to a black colored eschar with time ( Figure 1 ). Some laboratory parameters of the patient with a history of pneumonia, and recurrent episodes of dental abscess were as follows: white blood cell, 1.270/mm 3 UL (4.5-11), neutrophil counts: 260/ mm 3 , hemoglobin 10.8 g/dL (14-18), hematocrit 33.2 (42-52), platelet 806 103 (130-400), alanine aminotransferase 158 U/L (8-60), aspartate aminotransferase 66 U/L (5-45), creatinine kinase: 4800 ng/mL (55-170), C-reactive protein 27 ng/mL (0-0.6), mass creatine kinase-MB 101.26 ng/mL (0-5), troponin I 5.191 ng/mL (0-0.06), and lactate dehydrogenase 399 U/L (110-295). On abdominal tomograms a widespread area of necrosis with a diameter of 12 cm which penetrated deeply into peritoneum was detected (Figure 2 ). The patient in septic shock was given clindamycin, vancomycin, meropenem, metronidazole, fluconazole, and trimethoprim-sulfametoxazole in addition to inotropic agents. Immunologic tests were Medical Science and Discovery 2016; 3(4): 200-2 requested. Bacterial growth was not detected on blood, and biopsy specimen cultures Neutrophenic patient received granulocyte-colony stimulating factor, and intravenous immune globulin. Treatment: All necrotic tissue under the skin and subcutaneous tissue were excised down to healthy tissue. Then drainage was achieved using vacuum assisted closure ( Figure  3 ). Histopathological evaluation revealed hemorrhagic necrosis, thrombus formation, inflammatory cell infiltration involving vascular walls, and perivascular space. Newly formed 2x2 cm necrotic tissues 12 hours later lateral to the excised area were immediately excised. However during follow-up period he had not experienced disease progression or recurrence.
Discussion
EG is an aggressive cutaneous disease seen mostly in cases with pseudomonas sepsis, and it is characterized by a wide spectrum of skin lesions ranging from maculopapular lesions, hemorrhagic bullae, necrotic tissue to ulcerations (4-7). Lesions can mature within a short time (12 hr) or turn into ulceration with a necrotic center, and manifest different stages of evolution. As was learnt from the anamnesis of our patient, his lesions also followed up the typical stages of development. Lesions generally develop both in cases with or without sepsis This evolution from macule to eschar occurs over a period of approximately 12-24 hours (4). The lesions reportedly are localized on gluteal, and perineal regions, extremities, neck, trunk, and face (8) . Mortality rates for EG range from 15% to as high as 77% based on reports in the literature (9) . Currently, a large local excision, and antibiotherapy are recommended as soon as the diagnosis is established. In the literature, the critical importance of surgeon during the process of definitive diagnosis, and treatment has been emphasized (10). In a neutropenic child with EG should be closely monitored for a possible early intervention in consideration of potential development of new necrotic tissues. Lesions of EG should be rapidly diagnosed by their characteristic morphology so as to avoid complications (11) .
Conclusion
In the definitive treatment of EG timely performed surgical excision has a crucial importance regarding prevention of mortality. 
